Craniofacial Abstracts and 4.5/5; P = 0.387). Of the patients who filled the narcotic prescription, not one patient properly disposed of it postoperatively, with nearly 50% (18) keeping the extra in their home.
PURPOSE:
Patient selection for migraine surgery is the most important variable to ensure successful outcomes. From verbal and written descriptions alone, it can be difficult to understand patients pain/trigger patterns. In our experience, a superior method to visualize pain is to ask patients to draw where the pain originates and where it radiates. We have found that there are pathognomonic pain patterns for all trigger sites that should be considered in patient selection. We typically do not operate on patients with atypical pain diagrams, as we believe they are poor candidates for surgery. There is a small subset of these atypical patients who undergo surgery based on other strong clinical findings. In this study, we attempt to quantify this clinical experience.
METHODS AND MATERIALS:
One-hundred six patients were prospectively enrolled in this study and asked to complete pain diagrams at screening. Diagrams were analyzed and categorized by 2 independent, blinded reviewers: (1) typical-pain over the distribution of a nerve with expected radiation; (2) intermediate-pain over the distribution of the nerve with atypical radiation; and (3) atypical-pain outside of normal nerve distribution and atypical radiation. Surgical outcomes were documented using pre and postoperative migraine headache index (MHI) calculation. MHI between subcategories was compared using unpaired t tests.
RESULTS: MHI improvement was on average 73% ± 38% in the typical, 78% ± 30% in the intermediate, and 30% ± 40% in the atypical pain drawing group. Mean follow-up was 14.1 months. Inter-rater reliability was 94.3% with κ of 0.8984. There was no significant difference in MHI between the typical and intermediate groups. However, there was a significant difference in MHI between the typical and atypical (P = 0.03) and the intermediate and atypical groups (P ≤ 0.01). The chance of achieving MHI improvement >30% in the atypical group was only 20%. A subgroup analysis of atypical pain drawings was performed to establish criteria for classification as atypical: (1) facial pain that is drawn in other areas than the frontotemporal trigger site distribution (ie, drawn at cheek, jaw, chin, anterior neck); (2) pain that starts at a location that does not correspond to a known trigger site; and (3) diffuse pain that is not localized to a trigger site.
CONCLUSION:
This study suggests that surgical outcomes for patients with atypical pain patterns are significantly inferior when compared to normal or close to normal patterns. As we continue to develop algorithms to screen patients for migraine surgery, patient self-created pain drawings should be considered as an effective, cheap, and easy to interpret tool to determine candidacy for surgery.
Prevalence of Blood-borne Pathogens in Facial Trauma Reconstruction Patients at an Urban, Level I Trauma Center

METHODS:
We studied 10,592 consecutive trauma patients presenting to an urban, level I trauma center (January 2005 to December 2015) with facial fractures, based on International Statistical Classification of Disease, 9th Edition, coding. Data collected included HIV, HepB, and HepC test results before or at index admission, type of operation, age, sex, and history of intravenous drug use.
RESULTS:
At the trauma admission, 328 patients (3.1%) had a diagnosed BPIs: HIV positive (n = 85; 33.3%), chronic HepC (n = 140; 54.9%), chronic HepB (n = 28; 11.0%), or coinfection with HIV and HepC (n = 29; 11.4%). The prevalence of BPI by age was normally distributed, with HIV prevalence reaching a peak in the fifth decade of life (2.6%), and chronic HepC or HepB prevalence reaching a peak in the sixth decade of life (4.0%, 0.8%, respectively). BPI was more likely in African Americans (odds ratio [OR], 1.5; P = 0.004), in those who sustain injury from assault (OR, 2.2; P < 0.001) and in comorbid substance use or psychiatric disorders (notably, intravenous drug abuse OR, 10.7; P < 0.001). The different facial fractures treated operatively had a similar prevalence of BPI (P = 0.135); however, operative mandible fractures were the fractures most associated with chronic HepC infections (3.9%).
CONCLUSION:
The prevalence of BPI in the urban, facial fracture population may be higher than that of the general population (3.1% versus 2.0%). The increased risk to surgical staff and the benefit of early diagnosis could justify routine screening for BPI in high-risk patients (ie, assault injuries, history of smoking, intravenous drug abuse, and psychiatric comorbidity).
The Chip Score: A Method to Determine Risk of Surgical Intervention for Hemangioma Patients
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BACKGROUND: Infantile hemangiomas (IHs) are the most common benign tumor of infancy and can have profound effects on the well-being of patients. 1 With the variability in the use of surgery among providers, it can be difficult to counsel patients and their families on potential surgical treatment. Through the development of the Case Western Hemangioma Intervention Predictor (CHIP) score, this study aims to improve the consistency of counseling regarding surgery and timing of surgical referral.
METHODS:
This was a retrospective review of all patients (181) treated for IHs at a single tertiary care center over 17 years. Patients were divided equally into 2 groups. Descriptive statistics and correlation plots were performed on the first cohort to evaluate which disease factors (such as size, location, and complications) and patient factors significantly correlated to surgical risk. These factors were used to form a CHIP score, which was then validated through logistic regression with length of medical management as a covariate against the second cohort of patients.
RESULTS:
After controlling for length of medical management, lack of medical management, functional impairment, and ulceration were found to be significantly associated with surgical risk (P < 0.05). When validated against the second half of our cohort, a CHIP score of 3 (of a maximum score of 3) was found to have a specificity of 92% and a sensitivity of 81% in predicting risk of surgical intervention.
CONCLUSIONS:
IHs can have clinical characteristics that may be predictors of complexity and surgical intervention. The CHIP score can assist in educating patients on surgery as a treatment option and guiding appropriate referrals.
